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in a Hospital

Peterson

n July 5, 2011 the Kansas Depart-
ment of Health and Environment

of healthcareassociatedBurkholderia
cepacia complex(Bc) infections among
patients in the surgical intensive care
unit (SICU) of an acute care hospital.
Burkholderiacomplex bacteria areoften
found in water and can also cause infec
tions in critically-ill patients. Healthcare
associated outbreaks have been linked
to intrinsic and extrinsic contamination
of medical products and to suboptimal
infection prevention practices among
healthcare personnel. Infection and
colonization with this bacterium is more
commonly reported in patients with cysti
fibrosis (CF).

Hospital A requested assistance follow-
ing a perceived increase in Bc infections
in the SICU among patients without CF.
While individual cases of infection or
colonization with this organism can
occur, any cluster of infections warrants
an investigation. We sought to under-
stand the epidemiology and source of B

O

A\

(KDHE) was notified of a possible cluster

infections, and to provide recommenda-
tions to prevent additional cases.

Our initial investigation found a total
of 11 positive cultures for Bc since
November, 2010. Of these cases, 10
were further identified based on their
DNA profile, 5 were closely related
and the remaining 5 typed isolates
represented 4 other distinct species.
Because of the complexity of this out-
break, with multiclonal reported cases
spread out over a year, an Effiid was
called to bring in additional support from
the Centers for Disease Control and
Preventionds Di
Quality Promotion (DHQP) from
November 8 through 16, 2011. The
goals of the investigation were to:

1) Understand the context of this
cluster by characterizing cases of Bc at
Hospital A during the past two years; 2)
Conduct a caseseries analysis of Bc at
Hospital A and determine any
epidemiological links among cases; 3)
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Conduct observations of infection
prevention practices within
ONon clonal @ Clonal the unit; and 4) Perform
environmental sampling of
surfaces and water from patient
care areas identified as highrisk
through the caseseries analysis.

During the EpiAid investigation in
1 - November 2011, Hospital A
microbiology and medical records
of casepatients were reviewed. A
case was defined as colonization
0 S (N O i [ or infection with an isolate of a
Jan Mar May Jul SeptNov Jan Mar May Jul SeptNov Jan Mar May Jul Sept clonallyrelated Bc il’? a_patient
Time inmonths, 2009-2011 >48 hours postadmission.

Infection prevention practices

Number of B. cepacia cases

were observed and environmental
swabs obtained from patientare
areas. Patient isolates were

Figure 1: Epi-curve of B. cepaciacases among nhotystic fibrosis patients
cultured > 48 hours after admission by PFGE pattern from January 2009

identified by conventional
biochemical methods and typed by repetitivelement PCR fingerprinting.

From January 2009 October 2011, 19 cases of Bc were detected from microbiology records of all cultures
performed on patients without CF who had been in the hospital more than 48 hours at time of culture (Figure 1
10/19 (53%) occurred in 2011 and were typed. As indicated in figure 1, all clonal cases (in yellow) occurred
between January and October of 2011. Among cultures with molecular typing available, 7/10 (70%) were fromn
patients residing in the SICU. Cases from the SICU clustered geographically within one end of the unit (Figure
Among SICU cases, 4 were clonatilated and were identified aB. contaminans all 4 cultures camefrom
respiratory sources such as sputum or bronchial alveolar lavage among mechanieadigtilated patients.

Infection prevention observations detected a hand hygiene failure rate of 40% (73/184). Improper cleaning ang
disinfection of shared equipment was also noted, and improper care of nebulizer cups was also observed.
Nebulizer cups were cleaned with tap water and stored while still moist. This could potentially allow for an
organism found in water to grow. Bc

was isolated from sinks in 2 (14%)

patient rooms out of 14 total

environmental swabs. Molecular

confirmation and typing of these results

is still pending at this time.

A review of Bc isolates from

Hospital A suggested an increase in
culture-positive patients with Bc
beginning in January 2011; this
increase was associated with a clonal
cluster primarily located in the SICU.
Suboptimal infection prevention
practices might have led to
environmental source contamination of
patient supplies, and subsequent
colonization or infection of patients.
Ongoing laboratory testing of
environmental samples will guide final
recommendations based on these

2).

findings. Preliminary recommendationg
have already been made and Figure 2: Geographic Distribution of Clonal Cases in Hospital A, Janua

disseminated to Hospital A. 2011380ctober 2011
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